Porokeratotic eccrine ostial and dermal duct nevus: A noteworthy presentation Sir, Porokeratotic eccrine ostial and dermal duct nevus (PEODDN) is a rare disorder of keratinization involving the intraepidermal part of the eccrine duct (acrosyringium) and hair follicles. It was initially described by Marsden et al. as comedo nevus of the palm. However, Abell and Reed coined the term "PEODDN" in 1980. [1] We herein present a case of PEODDN that had unique clinical and histopathological findings. Our patient was a 30-year-old healthy lady who presented with multiple, asymptomatic, elevated skin lesions over her left upper limb. Small lesions appeared three years ago over her left index finger and gradually extended to the forearm. There was no seasonal variation. Cutaneous examination demonstrated multiple well-circumscribed, hyperpigmented, verrucous papules on the dorsum of the left index finger extending up to the extensor aspect of mid forearm. Some of the lesions were discrete while others coalesced to form plaques in a linear configuration. Of note, many of these papules showed a central pit [ Figure 1 ]. Hair, nails, and mucosae were within normal limits; however, the nail of the index finger showed multiple shallow pits and a single longitudinal groove. Family history and systemic examination were not contributory. Linear porokeratosis, linear lichen planus, linear verrucous epidermal nevus, and linear Darier's disease were considered in the list of clinical differentials. A complete blood cell count with differential analysis and a comprehensive biochemistry panel did not reveal any abnormality. Histopathology of a representative skin lesion from the forearm showed hyperkeratosis, acanthosis, and papillomatosis. Cornoid lamella overlying a dilated eccrine duct ostium was visualized. An interesting finding was the presence of focal lichenoid infiltrate in the upper dermis [ Figure 2a and b]. Based on the clinical and histopathological findings, our case was diagnosed as PEODDN along with a unique histological finding of a lichenoid infiltrate.
Porokeratotic eccrine ostial and dermal duct nevus is a rare dermatological entity, whose pathogenesis is yet to be described. Stoof et al. had proposed that the epidermal invagination originates from a widely dilated acrosyringium which is continuous with dermal duct at its base; [2] while others believe that the invagination is the end result of the proliferation of abnormal clone of epidermal cells producing the cornoid lamella. [3] Masferrer et al. suggested that PEODDN originates from a circumscribed keratinization abnormality based on carcinoembryonic antigen staining positivity along the ductal lumina through the parakeratotic column of cornoid lamella. [4] The condition is usually asymptomatic but is occasionally pruritic with or without hidrotic changes and the onset may range from birth till adulthood. PEODDN usually presents as grouped keratotic pits and is usually noted on the palms and soles. When sites other than palm and sole are involved, it presents as keratotic papules and plaques resembling linear verrucous epidermal nevus, as evident in our case. The uniqueness of our case lies in the involvement of dorsum of the hand, with sparing of the most common site (palms). Goddard et al. described five cases with atypical presentations of PEODDN; one of them being characterized by involvement of the dorsum of the fourth finger. Histopathology showed features of porokeratosis along with lichenoid infiltrate; similar to our case. [5] There are rare reports of associations with Bowen disease, deafness and development delay, seizure disorder, hemiparesis, scoliosis, hyperthyroidism and sensory polyneuropathy, breast hypoplasia, alopecia, onychodysplasia, and squamous cell carcinoma. [5] Treatment options are limited. Some lesions may undergo spontaneous flattening with time. Small and localized lesions may be suitable candidates for surgery. Laser therapy, preferably ultra-pulse CO 2 laser, is an excellent modality because the chances of pigmentary changes and scarring are minimal. Combined erbium/CO 2 laser therapy has been shown to offer significant cosmetic improvement in PEODDN patients. Modalities such as topical steroids, retinoids, keratolytics, phototherapy, electrocautery, and cryotherapy have not shown any promising results. [4, 5] The presence of two unusual findings, namely involvement of dorsum of the hand and presence of a focal lichenoid infiltrate in a case of PEODDN prompted the present report.
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Solitary painful ulcerated plaque on the sole
Sir, A 40-year-old lady presented with a painful ulcerated plaque over the sole of the right foot since four months [ Figure 1 ]. She gave a history of thorn prick prior to onset of symptoms, followed by discoloration and ulceration. Multiple courses of antibiotic were prescribed without relief. Cutaneous examination revealed a single well-defined plaque of 3 cm × 6 cm on the right sole. The surface of the plaque was ulcerated and crusted, with blackish hyperpigmentation and erythema. Mucocutaneous examination, and examination of the draining lymph nodes were unremarkable. Acral lentiginous melanoma, Bowen's disease, lupus vulgaris, and atypical mycobacterial infection were considered in the clinical differentials. Punch biopsy was done from the margin of the lesion. Histological examination showed hyperkeratosis without parakeratosis, focal hypergranulosis, irregular acanthosis, mononuclear cell infiltration in upper dermis, and foci of basal layer degeneration [ Figure 2a -c]. Additionally, there were some changes consistent with reactive eccrine syringofibroadematosis. Routine laboratory tests including serum biochemistry panel were absolutely normal. Based on the clinical and histological findings, a diagnosis of ulcerative lichen planus (LP) of the sole was made. She was given intralesional triamcinolone at monthly interval and potent topical steroids under occlusion. There was a satisfactory response, but the lesions did not resolve completely at the end of 2 months. Oral prednisolone was then started at a dose of 1 mg/kg/day, resulting in rapid resolution of the lesion. She has been under regular follow up, and no recurrence has been noted.
Ulcerative or erosive LP is a rare variant of LP that predominantly affects the oral cavity and genitalia. Plantar location is uncommon and only few cases have been reported in medical literature. It was first described by Friedman in 1921. [1] It is difficult to diagnose ulcerative LP of the sole, especially when it appears as an isolated finding as seen in
